In England Ogilvie (1941) , Field (1949) and Conway (1952) have collected cases of childhood bronchiectasis over the long term and on the large scale needed for worthwhile information. The gloomy prognostication, based on old clinical and necropsy studies, that the bronchiectatic child will not grow up or will be a burden to himself and his neighbours, is not generally true. Since 1926-that is, during 20 to 30 years of active bronchographythe diagnosis has depended on an x-ray appearance of dilatation in more or less of the bronchial tree. On this basis it seems now established that: (1) dilatation once present always persists, except where tubular widening is confined to lobes or segments temporarily collapsed (atelectatic reversible bronchiectasis); (2) under natural conditions the distribution of the affected areas does not alter; and (3) the clinical picture changes little and the tendency is for any change to be for the better even without surgery and without chemotherapy.
In 1944 , I (Franklin, 1944 reviewed 24 personal cases of bronchiectasis, observed for periods of four and a half to 13 years, and found 15 of them completely well and free from symptoms, while four were assessed as invalids, and five were classed as delicate according to criteria described below. The x-ray evidence of bronchiectasis had remained constant in distribution throughout the period of observation in all but one of the cases. This boy had the severest form of bronchiectasis clinically, with the added complications of steatorrhoea, an anaemia of pernicious type, and for a short period signs of subacute combined degeneration of the cord. Despite all this and the fact that the bronchiectatic areas spread he is, at the age of 23, well grown, normal and healthy and has been free from respiratory symptoms for six years. With a further follow-up it is possible to take from this whole group 19 cases with an interval from the onset of symptoms of between 13 and 26 years, and one with an interval of 34 years. In all but two the period of observation exceeds 10 years. Of the 20 patients (Table 1) , one died aged 20 years of cerebral abscess (before 1944) and three are invalids with severe cough and much purulent sputum. Three, despite large amounts of sputum, are usually well and in light employment. Two are well except for occasional attacks of pneumonia. The remaining 11 patients are completely well and free from symptoms. Of those graded well in 1944, in only one case has there been deterioration, with the copious production of sputum, following an Al assessment and entry into the British Army. In all the others any change has been for the better.
In 1945 the Meath School of Recovery (for the care of bronchiectatic children aged 5 to 8 years) was opened by the Invalid Children's Aid Association of London through the stimulus of Dr. Elaine Field. I had to assess cases for admission and to see them over their six to 18 months' stay, and have recently reviewed them all or seen clinical reports or x-ray series from their own paediatricians or chest surgeons. Out of 191 admissions between January, 1946, and December, 1952 , eight were non-proven cases, 12 were inadequately followed up and the remaining 171 are included in the survey. Children were admitted because too ill to attend day school from home; for convalescence and schooling before, between and sometimes after lung resection; for social reasons, for example, to allow an unmarried mother to work; or when home conditions were considered too bad for a child with chronic respiratory disease.
As the school provided physiotherapy and postural drainage the amount of sputum and cough was stressed at first, but it soon became evident that some ill and undernourished children had little sputum or cough, while others with a great deal of both were extremely well and full of energy. The cases were then grouped ( affected areas. Three patients have died, one from chloramphenicol treatment, one from cor pulmonale at 16 years after a temporary improvement following partial surgery. The third died as the result of anaesthesia for bronchography, and a fourth might have joined her but for a timely tracheotomy. In these deaths treatment or diagnosis is deeply involved. This might at least discourage the routine annual stocktaking bronchogram. Tradition demands a statement about fingerclubbing, which in this series was a measure of the degree and activity of infection, disappearing with symptomatic improvement or recovery. The more lobes involved-'lobes' meaning lobe or segment of a lobe- (Table 3 ) the worse the condition, and with severe nutritional disturbance and in 20 of the 22 cases of saccu!ar dilatation in those classed as invalid at entry. That this cannot be blamed on the character of the onset of symptoms is shown in Table 6 , which compares the mode of onset in all cases and those beginning under the age of 2 years. There is no appreciable difference in the percentage distribution. Could the greater severity of the disease when the onset is early be due to infection of the lung at a particular stage of its growth?
Although elaborate classifications of bronchiectasis have been suggested in the past, we are inclined now to think and speak of and to treat bronchiectasis as an entity. Accuracy in prognosis might be helped by classifying cases into aetiological groups and clinical types. Certainly the progressive and serious lung lesions in cases of pancreatic fibrosis should be excluded. At the other end of the scale atelectatic unilobar disease should also be excluded unless time proves that the changes persist following expansion of the lung. Empyema complicating pneumonia at onset was found in seven cases, and all these benefited from surgery. The role of tuberculosis is more difficult to determine. The tuberculin state is known only in 50 cases, and was positive in 15 and negative in 35. Only one case presented as tuberculosis, but review suggests that it was important in 11 others, four with primary lesions and seven with collapse or bronchostenosis secondary to enlarged lymph nodes. The particularly suggestive clinical features are an onset after the age of 2 years, involvement localized to one lobe or one lung, temporary finger-clubbing (in two only while there was cough and sputum), a high incidence of 'collapse' and a low one of upper respiratory disease. All cases but one are now in the 'perfectly well' group. Surgery is usually unnecessary for the relief of cough and sputum, and its use depends on the general policy adopted for the surgical treatment of childhood intrathoracic tuberculosis.
Prognosis has been considered in relation to the major clinical types of the disease. In the classical case there is much purulent sputum, often abnormal physical signs in the chest and finger-clubbing. The patient at rest punctuates time with the typical cough, a deep and effortless rattle, while exertion, emotion or changes of posture cause periodic productive paroxysms. There is a small group with some clinical symptoms and signs suggesting the disease, but with bronchitis and asthma as the prominent features, and a still smaller group with recurrent fever and occasional respiratory signs and symptoms. Haemoptysis as the sole evidence of bronchiectasis must be rare in children. Table 7 The risk of post-operative pulmonary collapse and consequent spread of bronchiectasis is less than was feared at first, but extensive surgery may increase dyspnoea on exertion and diminish mixing efficiency in the lungs.
The prognosis of any chronic or disabling disease cannot be made on a purely anatomical basis. Sixteen patients (almost one in 10) were of sufficiently low intelligence to require special educational methods, and such cases do badly. The doctor's advice, as well as his methods of diagnosis and treatment, may affect the situation in unintended ways. The only unmanageable boy had been away from home continuously from the age of 10 months to 5 years because of respiratory illness. Twentynine other patients were separated from home in early life for long periods on medical advice, though only four of these were led by behaviour disturbance to the Child Guidance Clinic. In six cases great fear of the disease had been induced in parents and children by the doctor's terrible prognosis or by his arguments in favour of surgery. Repeated bronchograms, radiographs and surgical operations take a toll of morale. 1 he record is held by one boy who had 56 x-ray exposures in two years. Thirty-five homes were judged physically unsatisfactory, and 10 children from slums undoubtedly improved after rehousing in a new area. Although in three cases operative treatment was considered wisest because of relapse on return to bad housing conditions, in the whole series the physical environment affected the results surprisingly little.
To sketch briefly the course of the commonest, the classical case, the onset is early in life following pneumonia, perhaps complicating whooping-cough or measles or both in succession. The cough, the sputum, with clubbing, cyanosis, abnormal physical
